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the time of the accident until the time of arrival (_AccidEmergMed 1996;13:9-10) in the receiving accident and emergency department. Correspondence to:
were assessed on arrival in the accident and Thoracic surgery8
Dr CH Dearden emergency department by the "trauma team" Maxillo-facial4 Nineteen patients (15%) were transferred without diagnostic peritoneal lavage (although indicated by ATLS guidelines). Thirty three patients (26%) were transferred without cervical spine, chest, or pelvic x rays. The median transfer time was 5 5 h from the time of the accident to the time of arrival in the accident and emergency department of the regional unit. UNDIAGNOSED 
INJURIES
Thirteen patients (10%) had undiagnosed injuries, of which over 75% were serious or life threatening (see table 3 ). Both patients with undiagnosed pneumothoraces and rib fractures were subsequently ventilated.
Discussion
Many problems are associated with transferred trauma patients. Gentleman and Jennet's 1986-1987 audit of patients transferred with severe head injuries showed that 7% of patients suffered from hypotension in transfer, while 10% had inadequately managed multiple injuries.5 Such studies underline the need for improvement in trauma care associated with the transfer of multiply injured patients. Our study reiterates these problems and highlights the need for further intervention following transfer. Assessment should be undertaken by senior staff trained in all aspects of trauma care, that is, "generalists" as opposed to "specialists". The accident and emergency department is an ideal setting for such reassessment, with all resuscitation and emergency investigation equipment immediately available, and experienced nursing and medical staff at hand. We suggest that such reassessment of these patients by a trauma team, in the setting of the accident and emergency department, contributes significantly to an improved quality of patient care. 
